Introduction
The main pathological causes of hyperprolactinaemia are pituitary adenomas, hypothalamic disease, primary hypothyroidism, drugs, chronic renal failure and unknown (functional or idiopathic hyperprolactinaemia). Once primary hypothyroidism and drug causes are excluded, the major differential diagnosis lies between a pituitary adenoma and functional hyperprolactinaemia, which may itself be due to the presence of a prolactin-secreting microadenoma. For such patients, many authorities (Jacobs 1976 ; Vezina and Sutton, 1974; Marrs et al., 1979) recommend tomography of the pituitary fossa, and further biochemical investigations may include dynamic tests of prolactin secretion (Cowden et al., 1979; Boyd, Reichlin and Turksoy, 1977) (Shalet et al., 1975) . Plasma cortisol was measured fluorimetrically (Mattingly, 1962 
Results
In group 1 no patient had any visual field loss. In one patient, in whom the pituitary fossa had been described as normal on the lateral skull X-ray, tomography of the pituitary fossa suggested that there was a one-mm assymmetry between the right and left sides of the floor of the pituitary fossa. The further neuroradiological investigations in the other 12 patients in group 1 revealed no abnormality and were consistent with the normal appearance of the pituitary fossa seen on lateral skull X-ray.
All 22 patients in group 1 had normal serum TSH, T3 and T4 concentrations with a normal TSH response to TRH and a normal cortisol response to insulin hypoglycaemia. All but 2 patients showed a normal GH response to insulin hypoglycaemia. Twelve of the group were amenorrhoeic and in the premenopausal age range; none showed evidence of gonadotrophin deficiency and 6 have subsequently become pregnant on treatment with bromocriptine. One female in group 1 was 53 years old and her basal gonadotrophin concentrations were in the postmenopausal range. The basal gonadotrophin concentrations and gonadotrophin responses to LHRH in the remaining 9 patients were normal.
Two patients in group 2 showed partial visual field loss; the neuroradiological investigations, however, revealed evidence of suprasellar extension of a macroadenoma in 6 patients.
Seven of the 17 patients in group 2 were acromegalic which meant that the function of the normal somatotrophic cells could not be assessed, but 6 of the remaining 10 were GH-deficient. Six out of the 17 were gonadotrophin-deficient and one of these was also ACTH-deficient; no others were ACTHdeficient and none was TSH-deficient. The gonadotrophin deficiency was diagnosed by low normal basal gonadotrophin concentrations and blunted gonadotrophin responses to LHRH which did not alter after normoprolactinaemia had been restored with bromocriptine.
Discussion
Hyperprolactinaemia in patients with a normal pituitary fossa on X-ray, and without an obvious cause, is often labelled functional, with the implication that no pituitary tumour is present. There are difficulties in this view since surgery has sometimes revealed small microadenomas (Cowden et al., 1979 (Jacobs, 1976) . Furthermore, some prolactinomas clearly respond to these stimulation tests (Boyd et al., 1977; Jacobs et al., 1976 and an X-ray of the pituitary fossa which is either normal or shows a minor radiological change. It has been proposed (Jacobs, 1976; Vezina and Sutton, 1974; Marrs et al., 1979) (Swanson and Du Boulay, 1975) believe they are an extremely common finding in normal subjects. Furthermore the experience of the radiologist is likely to be an important factor in determining how often minor but significant radiological changes are detected by tomography but not by a plain lateral film of the pituitary fossa. In the present study only one out of 7 patients with a normal pituitary fossa on the plain film showed any abnormality with tomography. Marrs et al., (1979) (Chin, Anderson and Gilbertson, 1970) .
In previously untreated females with prolactinsecreting microadenoma Gemzell and Wang (1979) reported that 94.5% of 91 patients subsequently underwent an uncomplicated pregnancy. Of the 5 patients (5.5 %) who did develop complications during pregnancy, 4 were managed conservatively.
For these reasons, the authors no longer routinely perform pituitary tomography in hyperprolactinaemic patients with a normal plain film of the pituitary fossa. In addition, the treatment offered to these patients or to those with minor radiological changes is the same, i.e. bromocriptine. Once pregnant, the patients in both these groups are advised to report headaches or visual deterioration immediately and the visual fields are checked monthly. 
